INTRODUCTION
Recovery from mental illness is now conceptualized as being much broader than clinical recovery, whereas clinical recovery has a strong focus on managing symptoms, personal recovery encompasses concepts of living well with or without the symptoms of the illness (Anthony 1993; Leamy et al. 2011) . When the symptoms of the illness are overwhelming and when a person struggles with overwhelming feelings, fear and hopelessness, a place of safety can become a critical need (Wyder et al. 2016) . While it is generally acknowledged that such a place should be provided in the community, there may be times that this is not possible. In these cases, a person may be admitted to an acute mental health unit (Katsakou & Priebe 2007) .
Acute mental health inpatient units are complex environments where people are admitted for a variety of reasons. Some people are considered to be a danger to themselves or the community, while for others, their symptoms are overwhelming and they may not have sufficient supports in the community (Wyder et al. 2013) . The focus for mental health staff is often centred on providing clinical care, managing a variety of behaviours and symptoms and ensuring a safe environment (Gilburt et al. 2008) . From the patient perspective, the hospital admission can represent a profound existential crisis, a loss of identity and a loss of hope. Mary O'Hagan's 'two accounts of distress' highlights how far apart the experiences of nursing staff and patients can be (O'Hagan et al. 1996) . In this work, she juxtaposes diary entries written while admitted to an acute inpatient unit with the observations from the mental health staff written in her files. In doing so, O'Hagan captures the differences between what clinicians observe and the patients' experiences -that what is meaningful to individuals and important to personal recovery may not always be the same as what is measured as indicators of effective practice.
The two accounts by O'Hagan also highlight two different types of expertise, namely experts by profession, where the expertise is based on professional training and theories, and experts by lived experience, where the expertise is based on personal experience and personal narratives. Across the mental health sector, academic, objective and scientific knowledge about mental health is heavily prioritized over a lived experience perspective. However, stories and personal experiences invite us to understand the lives of those with mental health concerns. As a community, such stories can inspire us, teach us how to live better lives and connect us (Barringham & Barringham 2002) . Valuing stories and personal experiences may bridge the divide between professional and lived experience expertise (Dunston et al. 2009; Van der Zalm & Bergum 2000) .
The World Health Organization advocates for the knowledge and experiences of those with lived experience of ill mental health to be incorporated in our understanding of mental health (World Health Organization, 1993) . Indeed, as the consumers of healthcare services, this group brings important knowledge understanding about the dynamics of service delivery. It is therefore critical that consumers of mental health services are involved in research. When mental health consumers are involved in various aspects of the research process, the research design more closely matches community needs. The research is also better informed and there is sense that the study matters (Happell et al. 2015; Lindenmeyer et al. 2007; Serrano-Aguilara et al. 2009; Slade 2009 ).
However, there are significant barriers to involving those with lived experiences in mental health service delivery, evaluation and research. The attitudes of research academics and healthcare professionals have been identified as a major barrier to consumer participation in research. Power dynamics change considerably when consumers move from being the research subject to being a research partner (Happell & Roper 2007) . Furthermore, many people with the experience of mental illness have also experienced social exclusion and marginalization . In many ways, these experiences parallel those of being involved in research. Mental illness may limit an individual's ability to access educational opportunities (Happell & Roper 2007) . Academic knowledge and research skills may therefore represent a significant barrier to lived experience being included in the academic literature. Happell and Roper (2007) suggest that consumer collaboration and consumer-led research are most likely to bring such results. For research to be a true collaboration, consumer participation is required at all levels, including the focus of the research. With a few notable exceptions such as Gilburt et al. (2008) and Sebergsen et al. (2016) , there are very few collaborative or user-led accounts of the experiences of care in psychiatric inpatient units. Most studies are generally conducted by healthcare professionals reflecting on patients' accounts.
This article presents a collective reflection which was developed in collaboration between individuals with research expertise with those with the lived experience of mental health distress. The group was auspices by A Place to Belong -Anglicare Southern Queensland (APTB), a small organization working to build inclusion for people who experience mental health challenges. APTB aims to develop an inclusive community, through building networks of contact and friendship, so that people who have been marginalized can experience inclusion, acceptance, friendship and respect. The group operated on these principles, and this article was developed through a collaborative approach. It is important to note that while some group members also work within the mental health field, they participated in the group as a APTB volunteer.
Each member of the group is considered to be a coauthor of the various creative works and resulting publications produced. However, some group members preferred to withhold their names from the publication. Furthermore, while not all the authors have experienced overwhelming symptoms of mental illness or an acute inpatient admission, we have opted to use inclusive 'our' language in the Results and Discussion section. The use of the pronoun 'our' emphasizes commonalities and that we are all vulnerable in different ways. It also acknowledges that we all are in need of each other and that we all have the potential to be healed.
METHODS
This project places itself within the traditions of the creative thesis and those of Analytic Autoethnography. The project is composed of two separate components namely (i) a creative artefact -in this case, a creative nonfiction account of what it is like to receive care in an acute psychiatric inpatient unit, and (ii) an exegesis or academic commentary/critical reflection on these experiences. The creative nonfiction developed allows for the description of personal experiences and for the first person voice to speak. It seeks to reach the broader community and not just the academic one. The critical reflection, explores and contextualizes the creative component within an academic discourse (Webb 2006) .
The creation of the creative nonfiction account of an inpatient experience
The project originated from a Sunday Workshop organized by the community organization A Place to Belong, Brisbane, Australia, in February 2015. The overarching aims of these Sunday Workshops were to hear stories, meet others and to hear about different ideas in mental health. The session was facilitated by MW and focussed on sharing experiences of providing and receiving care in acute mental health facilities. A small subgroup wanted to continue these discussions and started to meet on a monthly basis. The overarching aim of the group changed to providing an insight into healthcare professionals and families into what it is like to experience a mental health breakdown and the journey of self-discovery. To do so, the group developed a firstperson narrative which incorporated the experiences of the various group members and an academic comment on these experiences.
The narrative was developed over a period of 2 years. Each month, the group would meet, share experience and write about the experiences of recovery from a mental illness. These writings were collected by MW, who in between sessions incorporated these into the collective narrative. The creative nonfiction piece is written like a diary; in the first person from the perspective of a character, we named Anne. Through her eyes, we gain a glimpse of what it is like to be admitted to a psychiatric inpatient unit. All of the writings and experiences of the group members have been integrated into this narrative. Divergent experiences to the main narrative were integrated as Anne observing and interacting with different people or nursing staff. The first part of the narrative focuses on the experience of being admitted to a psychiatric inpatient unit after a mental health crisis. The narrative, which provides the basis for this article, can be accessed from: http://aplacetobelong.org.au/cat egory/resources/articles/.
The process for developing the collective reflection
The reflective component of this project is based on the principles of what Anderson (2006) coined analytic autoethnography. Autoethnography is a well-established qualitative research methodology and allows the writer to use self-reflection and writing to explore and connect personal experiences to wider cultural, social and political contexts (Mason 2002) . The analytic component extends this methodology as follows:
Put most simply, analytic auto-ethnography refers to ethnographic work in which the researcher is: (1) a full member in the research group or setting, (2) visible as such a member in the researcher's published texts, and (3) committed to an analytic research agenda focused on improving theoretical understandings of broader social phenomena (Anderson 2006, p. 375 ).
In the current project, we extended this process to allow for a collective reflection on our experiences. As a first step, each of us reflected individually on the collective narrative. These individual reflections were then discussed as a group. These discussions allowed us to refine our thinking. We then presented the collective reflections to the broader APTB community in one of the Sunday Workshop sessions. This further refined our understanding and allowed us to develop overarching themes. MW and HR then wrote the first draft of the current article. Individual feedback and comment from group members were then sought, to ensure that the academic comment remained true to the experiences of an acute mental health admission. The various feedbacks were then incorporated into a subsequent draft of this article. The final version was sent out to each co-author and discussed as a group. This iterative consultation process ensured that each co-author had the opportunity to add to the reflection and provide input into themes and experiences presented in this article.
RESULTS
The collective narrative is based on the experiences of over 20 individuals. All of the group members, at various stages, have either experienced or provided support to those experiencing a mental health crisis. Many also provide peer support to others in various capacities. The reasons for and duration of our hospital admissions were varied. Similarly, the time elapsed since the last hospital admission also varied considerably, ranging from months to up to 20 years prior to participating in the writing process.
Contextualizing the narrative
The narrative is written from the perspective of Anne who had been feeling disconnected from herself and the world for a long time. These experiences had become overpowering and she lost touch with what was real. When we meet Anne, she is admitted to a psychiatric inpatient unit under an involuntary treatment order. While Anne's experience of the hospital is that of fear, confusion and alienation, she also describes how a character called John feels safe and connected. Anne additionally describes the experiences of Lucy, who cannot remember anything about the time leading up to her hospital admission or what has happened to her since she had been admitted. The experience of forgetting has been linked to Lucy's symptoms of post-traumatic stress. While the story starts in the inpatient unit, this only represents the start of the journey of healing and rediscovery of the self after a mental health crisis.
Overarching experiences
Given the different diagnoses, symptoms, illnesses and life experiences of the group, there was remarkable consistency across the themes arising from the experience of an acute psychiatric admission. The overarching experiences were those of needing to make sense of what happened leading up to the admission as well as coming to terms with the potential impact of the illness on identity and future. This journey can be best described as a process of healing and moving towards 'wholeness'.
Making sense of what happened leading up to the admission Meaning or sense-making was prominent throughout the hospital experience. Sense-making was often communicated through expressions of bewilderment, confusion, perplexity and fear. These feelings were particularly strong when first admitted to the ward. Sensemaking encompassed more than managing symptoms and incorporates understanding the illness as well as the impact that it might have on our lives and futures. For many of us, the hospital admission was experienced as simply managing symptoms and medication, rather than starting to deal with the impact of the illness. The following quotes from Anne's narrative illustrate these experiences: [ The doctor is technically competent but just so impersonal. He never asks me what is truly bothering me. I want more, I want to talk, I want counselling. I want to feel valued and encouraged. I want the staff to be supportive and aware of me.
Potential impact of the illness on the future While in hospital, there was a sense that our futures were shrouded in uncertainty. Most of the group described being fearful of not being able to cope. Fear of the unknown remained present throughout our admissions and held immediate fears of how to cope as well as fear of relapse. These feelings were also inextricably linked to the belief that the person we had become was different to the person we were before. As a result, many in the group described ambiguous feelings of not wanting to stay and not wanting to be discharged, for fear of being alone and without support. In the narrative, Anne describes these uncertainties as following:
I want to feel hopeful about my future and that I can recover from the mess -the mess my mental illness left in my life.
Factors that facilitated or hindered recovery
For some in the group, the acute inpatient unit went on to become a turning point. Others experienced the admission as meaningless and traumatic. As a group, we identified three important factors which facilitated or hindered the process of successfully integrating the various experiences. These included the following: safety, connection, autonomy and control.
A place of safety Feeling that the environment was safe was critical to deal with distress and symptoms. For many in the group, however, the hospital environment was experienced as unsafe and alien. These feelings were accentuated by factors such as the absence of sunlight, fresh air, a place to exercise or connect with nature. Furthermore, because of the nature of the inpatient unit, the group also encountered a wide range of experiences. The behaviour and symptoms of other patients (particularly if we did not understand or know what was going on for them) were often experienced as frightening. For some, these experiences became traumatizing in themselves. Our distress was often compounded by a lack of communication of staff. In the narrative, Anne described these feelings as following:
Everything just felt threatening and unsafe. I wasn't even allowed to be scared. Can't they see how alien this place is? How alien I feel? [. . .] I know I am here to be safe but I am just so scared. This place does not feel safe. [. . .] My thoughts are racing back to someone banging on the wall. I assume she has been here before. They were trying to calm her with medication. She was screeching; she would shriek, then bawl. I could hear her gasping for air, silence, and then some murmur.
[. . .] I now know it was Elizabeth who was banging on the walls the other night. We sat together at dinner. She was mumbling to herself. Suddenly she turned to me and said 'I feel like I have been missing for a thousand years'. I don't know what to say. I wonder if she just wants us to understand what her voices say to her. Wants us to listen to them and what she hears.
Feeling connected
When experiencing altered states and extreme emotions, it can be difficult to connect with others. The isolation from the outside world, families, friends, work and colleagues is magnified the experiences of separation and isolation. Staff were identified as an important bridge between the inpatient ward and the outside world. Indeed, when staff connected on a personal level, it was possible to believe that we were more than our symptoms. In the narrative, Anne describes this as follows:
There have been beautiful moments in the hospital; moments where I felt connected. Moments like when Nurse George made time to come and see me every day. Sometimes we just sit. Yesterday we talked about taking pleasure in the simple things. It is easy to forget this in here. Things like sitting outside and enjoying the sun on my face, or drinking a cup of coffee. I miss the simple ordinary things in my life. George is so kind. He took me out for a walk afterwards.
I like listening to the nurse's conversations about their lives and work. It is comforting to know that there is a life outside these walls; a world where things are still normal. These ordinary conversations make me feel safe. The extra-ordinary of the ordinary. Everything on this ward and in my head is just so strange. I wish I was at home, where people know me. Nobody here knows who I am. They see my symptoms but don't know me. How could they? [. . .] they never ask about me, about the me before all this' [. . .] . It helps to have people to talk to. Having people that are non-judgmental, a space to talk and connect -a space where the trauma can be healed.
At times, connections were found in unexpected places such as talking to volunteers or peer support workers, during art therapy or interacting with the other patients. These experiences allowed to connect around parts of ourselves which were beyond our illness and to share hopes and fears. This often had a profound impact on our sense of self. In the narrative, Anne reflects on this as follows:
John values the camaraderie and friendship with the other patients. I sometimes come close to experiencing that feeling. Art therapy is one of those spaces where this happens, where I can express myself and feel connected. I like how we sit around a table and paint, make cards, sculpt, bead, journal or make a vision board. I look at our art and just see so much sadness but also glimmers of hope. It is in these moments that my social isolation cracks and I form friendships and connections with the other patients -moments where we share problems and experiences.
Rachel came to see me. It is comforting to just sit and play board games. She is this friendly face in an otherwise bland and scary environment. She told me she is a peer worker. Rachel talks while I manage my silence. Since I slumped into my depression I don't seem to talk much anymore. I panic when I don't have anything to say. I can't believe she was once where I am now. She seems so strong, so whole. It gives me hope.
Autonomy and control
Another strong thread in the collective narrative was the need to feel in control and to have input in the treatment. Some of the group had been admitted on an involuntary treatment order. For some, the involuntary treatment was experienced more positively and provided the security and treatment needed. For others, however, the involuntary treatment was experienced as intrusive and traumatic, and influenced the ability to adjust to life after discharge. Aspects that were experienced as particularly confronting were feelings that our rights were violated and that all choices were taken away. As part of recovery, regaining control over our minds and bodies was critical, and some of us felt that the way the involuntary treatment was enacted hindered this process. In the narrative, Anne describes these experiences as follows:
Then I was not allowed to leave. I was told that I would be arrested if I did. Why? Can't I even go to the shops? I realise now how vulnerable mentally ill people are in a society who can determine our freedom. The idea of not having control of my own body, my own mind or anything is terrifying. Did I lose it all? [. . .] Then they took me to the isolation room. I couldn't understand. How am I a threat? Why? It felt like a prison cell. There were bars on the windows. The doors were always locked. They called three security guards to hold me down. Two nurses then administered the intra muscular injections. This happened every time I refused to take medication. This happened twice a day. After a few days I agreed to take the medication. I was forced; if not by their hands, by my own. I had no choice. I felt so violated [. . .].
Even after being injected, nobody spoke to me about this. Why aren't we given some choices about the drugs we take? Why don't they ask me? Talk to me? I want to know why I am on the drugs!
DISCUSSION
This article is an academic comment on a collective creative nonfiction narrative about the experiences of receiving care in a psychiatric acute inpatient unit. The narrative and reflection were developed in collaboration between a group of individuals with research expertise and those with lived experience expertise. The experiences on the acute inpatient unit varied, and participants identified both positive and negative experiences of their hospital admissions. While for some the hospital admission was a time of healing, for others, the inpatient unit represented an alien and unsafe environment, which accentuated the strangeness of the experiences of mental health challenges. This range of experiences is similar to those previously reported in the literature (Chow & Priebe 2013; Gilburt et al. 2008; Katsakou et al. 2012; Wyder et al. 2016) . Aspects that influenced a positive outcome included feeling that the hospital provided a safe space, feeling connected and having a sense of autonomy and control.
Regardless of whether the hospital admission was experienced as positive or negative, for all it was important to have a space in which to make sense of what happened leading up to the psychiatric admission. It also emerged as important to come to terms with the potential impact of the illness on identity and future. This discussion will focus on ways staff, friends and family can support the journey of personal recovery in an acute psychiatric inpatient setting.
Hope underpins personal recovery. An acute mental health admission can represent a collapse of hope. Indeed, common threads throughout the narrative were questions around the ability to recover and cope. Healthcare professionals, friends and family can have an importance in carrying or holding hope, while circumstances may be overwhelming. They also have a role to play in providing reassurance that, while the impact of the illness may be there for a long time, the intensity of the illness will wane.
In fulfilling these roles, the language and words used can make a significant difference. When language is strength based, includes a person's personal history and attempts to reframe behaviours that may be seen as negative, this can make a profound difference to the person's perception of themselves (Tondora et al. 2014) . A shift in the language that staff use to communicate with patients and also with other staff (e.g. in clinical handovers and clinical notes) has the potential to shift the focus from 'what's wrong with you?' to 'what is happening or has happened to you?' (Harris & Fallot 2001) .
The narrative also highlighted the value of having role models on the ward where people have recovered from their illness. Having peer workers on the ward who have recovered allows for hope to emerge that things will get better in the future (Repper & Carter 2011) . Music and art activities also offer a space that transcends illness symptoms. These activities have the potential to provide a space for people to connect with other parts of themselves and others; to find something beyond their illness. Activities like these were experienced as meaningful, interesting and fulfilling and were central to recovery. It has been shown that such activities are valuable, provide purpose and structure, as well as pleasure. Indeed, art and music have the potential to restore a sense of value and hope (McCaffrey et al. 2011) .
Feeling secure and a subjective sense of safety were described as equally important to the experiences in the inpatient unit. In Maslow's hierarchy of needs, safety is a critical condition for individuals' ability to flourish (Maslow 1943) . Similarly, patient safety and high clinical quality are generally considered to be the cornerstones of a patient-centred care approach (Frampton & Guastello 2010) . Safety in an acute inpatient environment involves feeling psychologically safe, safe from the illness symptoms but also the environment (Gilburt et al. 2008; Muir-Cochrane et al. 2013) . There is now increasing evidence that when the inpatient environment is perceived to be unsafe, this can create obstacles to effective treatment and care (Muskett 2014).
There are many ways that staff can work with patients to increase a sense of safety while on the ward. Below, we have identified several of these, including facilitating connection, promoting a safe environment and supporting the inclusion of family and friends where desired.
Feelings of disconnection from the person they were prior to the crisis and the community are a common part of the experience of mental health crisis (Morrison et al. 1999) . Nursing staff can facilitate the process of reconnection by focusing on what the person is experiencing, their feelings, who they are, their hopes, dreams and ambitions. Peplau, as early as 1952, emphasized the importance of the relationship between the person in care and the nurse (Peplau 1952) . The narrative developed by the group re-emphasizes this point and highlights that even short, connecting conversations with staff can help to situate and integrate experiences. Such connections have the potential to make a real difference to the experiences on the ward. Engaging with the person, rather than their symptoms, with a focus on establishing a safe space, would be a way to ensure that there is a space of mutuality. Staff spending time with people can facilitate the process of feeling more secure and bringing people back to reality. When nursing staff are able to allocate individual time with their patients, they create spaces for people to make sense of what is happening in their lives. Such spaces enhance people's sense of safety and trust (Wyder et al. 2015) .
The inpatient environment can be a confronting and volatile environment where things change quickly. While patients may display aggressive behaviours, these can stem from fear or frustration about not being able to leave (Duxbury & Whittington 2005) . The narrative describes how Anne had very little understanding of the environment, ward rules or why other patients or staff behaved in certain ways. Staff behaviours and explanations are critical in managing these feelings of threat. Indeed, when staff take time to debrief and spend time with patients following a potentially anxiety-provoking incident, this reduces feelings of anxiety. Similarly, when nursing staff are more visible on the ward and behave in a warm and caring manner, this can also diffuse some of these tensions (Bowers 2014) . It is equally important that patients understand the ward rules and know what is expected. The ward is a strange environment, and rules are often implied rather than stated. This could be remedied by having daily information meetings on the ward (Bowers et al. 2015) . When rules are unclear and when there is little understanding of why nursing staff undertook certain actions or behaved in certain ways, this can create an environment of 'us' (the patients) and 'them' (the nursing staff).
Our collective narrative highlights that feelings of distrust can be particularly strong after forced injections or an episode of seclusion. Feelings of distrust and a lack of control may mean that patients will tell staff what they believe they want to hear (to be discharged sooner), rather than having open conversations about what is really going on for them. Furthermore, it has been well established that seclusion and restraint are often experienced as emotionally unsafe and disempowering practices and can have a negative impact on a person's mental health and recovery (Muskett 2014) .
Globally, there is now a strong push for seclusion and restraint to be eliminated. For example, in Australia, the National Report Card on Mental Health and Suicide Prevention recommended that action must be taken to eliminate the use of seclusion and restraint in mental health services (National Mental Health Commission, 2013) . Despite increasing evidence that safety could be provided by adequate staff cover, coercion and containment often remain the default treatment for those experiencing a mental health crisis within an acute inpatient unit (McSherry 2017) .
For seclusion and restraint to be eliminated from the inpatient unit, leadership and staff training around alternative strategies are critical. One strategy involves creating a safe, therapeutic environment. An inviting, calm unit environment, with sunlight and nature has been shown to reduce the incident of seclusion and restraint (Borckardt et al. 2011) . A partnership approach is also essential. This means working collaboratively with the patient towards their recovery goals, using trauma-informed care principles to promote safety, choice and autonomy. A partnership approach supports engagement and promotes trust (Wyder et al. 2015) . By implementing a safe environment and utilizing a partnership approach, the inpatient environment becomes more conducive to healing (Muskett 2014) .
Feelings of safety can also be enhanced by, when appropriate, including families and friends in the care and treatment, where the patient desires. Their presence can ensure that people remain connected with their communities and lives. While families may not always be involved in care, they can represent a crucial connection to a person's life (Wyder & Bland 2014) . Further, the need for connection and relational recovery can be enhanced by fostering supportive relationships with staff, peers, family and friends (Roeg & Roeg 2016) .
Feeling safe and being supported are particularly important during the early stages of an admission. However, when the power of the illness diminishes, the power relations with treatment services also need to shift towards self-determination, self-management and control. Regaining control involves choice -not only over the type of intervention and sources of help, but also the ability to make informed choices, no matter how limited by circumstances, on matters such as when to go for a walk or when to eat. This would also involve a stronger focus on joint crisis planning, shared decision making regarding medication and a greater choice over treatments (Shepherd et al. 2014) .
The collective narrative underlined that while for some the inpatient unit was a place of healing and safety, for others the inpatient unit was experienced as unsafe. Currently, with a few notable exceptions such as the Sotaria houses or the Peri Pono service in New Zealand, there are limited alternative crisis services for people experiencing stressful and emotional times who may require 24-hour support, supervision and care. This is of concern, as this article adds to a growing body of work which suggests that inpatients unit are experienced as counter-therapeutic (Muskett 2014) . There is a need to look for alternatives to expensive acute inpatient care. Such spaces would ideally be based on the community, in home-like environments, where people would have access to supportive people. Mead (2006) argues that by bringing the person's individual, social and cultural past and present together with the clinical perspective, this can develop processes and environments conducive to recovery.
Limitations
While there are a wide range of experiences in our group, we do not claim that these are universal experiences. It is also important to note that some of us are still working through the impact of our mental health crisis and our hospital admissions. This has shaped who we are and may have influenced our decision to regularly attend the writing group meetings and to contribute to the current article. Importantly, however, while our feelings of distress and hopelessness may have contributed to how we experienced our stay in the inpatient unit, this does not take away the impact it has had on our recovery journey and our experiences.
IMPLICATIONS FOR PRACTICE
Our experiences suggest that healing is intertwined within meaning, feeling safe from ourselves, from other patients, making connections and being able to exercise control. The ability to recover from a mental health crisis is influenced by these factors. This collective narrative suggests that healthcare professionals often focus heavily on managing symptoms, meaning case histories become impersonal and a person's struggle to survive their illness may be dismissed. Whereas from a clinical perspective, symptoms are often seen as something which needs to be managed, from a lived experience perspective, learning to live with symptoms can be viewed as an effort to find meaning through this experience (Bird et al. 2014 ). More recently, there has been a resounding call for more individualized approaches to mental health care, whereby people work in partnership with their healthcare providers (Slade 2009 ). Furthermore, a focus on enhancing a sense of safety and trust will enable nursing staff to bridge the varied and often contradictory roles required of them.
CONCLUSION
For a hospital admission to be beneficial, rather than a place of containment of symptoms, the inpatient unit needs to become a place of transition; a place where lived experience is valued and where relationships are fostered. In the words of Anne:
Maybe if society would value our experiences and not see us as so very different from them-perhaps even a burden, it would be different. We seem to be expected to 'just get over it'. There is just no time and patience to hear our inner crying voice.
